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id

[5. WAS DECEASED EVER IN U.S. ARMED FORCES?
(Y. 00, or unknown) | (I yes, kive war or dates of servics)

No
18. CAUSE OF DEATH
. Enter only onaceus per
line for (a), (b), and (¢}

ANTECEDENT CAUSES
Morbid conditions, if ang,

_*This does not mecn
the mode of dying, such
or heart fallusé, asthenta,
ete. It means the dia-
ease, Injury, or complicg-

the underlging cause lost.

1. DISEASE OR CONDITION
DIRECTLY LEADING TO CEATH* ()

! BIRTH NO.
1. PLACE OF DEATH 2. USUAL, RESIDENCE (Where decsssed lived, If lnstitation: residence bafors
a. COUNTY J&BkSOH a. STATE Missouri b. COUNTY Jackson sdalmion),
b, CITY 0 cutzide corpurats Hmits, write RURAL snd aive e. LENGTH OF c. CITY (If outsids sorparate Lisite, write RURAL and give townehin) .
townahip) Sr%‘f fin !hhaluci ] . .
ToWN Kansas City TOWN Kansas City, Mo. -}
d. FULL NAME OF (If not in hoapital or Iuatitution, sive streot address or losstion) d. STREET (If rural, ghve looation) 2 l 'd
HOSPITAL OR ADDRESS
INSTITUTION St Joseph Hospital 17 West 10 St. ‘
3. :?;lEJ?:ME %IE 8. (First) b. (Middle) c. (Last) . | a. m;g (Manth) (Day)  (Yea)
(Tvpe or Print) Lester Ao Waid pEATH  May 25 1952
. SEX 0 6. COLOR OR RACE | 7. NIARRIEB, B;EJERCEBRR'ED' 8. DATE OF BIRTH 9.1:«.?E u”.).n 3 oo sDr':: ¥ oD .
A {§pecity) : B Min
Male~ | White Yaried” Jan. 1l 1896 Ut [ ol
10s. USUAL OCCUPATION {(Give ldnd of work- | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or torelan oountry) 12, CITIZEN OF WHAT
dorw during mast of working Lifs, svn if retired) . DUSTRY . / RY?
Machinkt Columbia. Steel Tk Arkansas
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN

. * NAME ) 14, MAME OF HUSBAND OR WIFE
Lucy Christ | Lessie Waid
16. SOCIAL SECURL‘BYT i7. INFORMANT'S SIGNATURE OR NAME ADDRESS
= 1429-L0-2690 | Ethredge Waid (Son) 3303 College K.C.Mo.
MEDICAL CERTIFICATION INTERYAL BETWEEN
£¢t¢ Fe Lo s ﬂgdggﬂy LDEMB

ONSET AND DEATH

gising DUE TO (b) //Em o-ﬂm@/éﬂfﬂl L Ay
rise to the above corse (a) dating

DUE 70 (e)P Tu PE

ton which cavsed death.

11. OTHER SIGNIFICANT CONDITIONS

" Conditions contributing to the death but ot
related to the disecse or condition cauring death.

Jﬂ____._éa.im&‘_mﬁ_mﬂ_u_,_,_gl
VEVTRICLE  lice o C!a-uﬂ--ow,

O

19a. DATE OF OPERA- | i19b. MAJOR FINDINGS OF OPERATICN 2. AUTOPSY?
TION
, ves [x] wo

21a. ACCIDENT (Bpadify) Z1b. PLACEOF INJURY (eg..inorabom | 21c. (CITY, TOWN, OR TOWNSHIF) (COUNTY) (STATE)

SUICIDE bome, larm. faetory, sireet, office bldg., s1e.) . o

HOMICIDE :
21d. TIME  (Month) (Day). (Year) (Hour) 21le. INJURY OCCURRED | 211. HOW DID INJURY OCCUR?

. . I.EAT ﬂT'HM
INJURY o - P

[l 22 T heréby certify that I attended the

L1
ussell We Kerr MD (Degros g title)
‘ V\Aga d

T , 190", S L 18, that I last saw the deceased
t alive on - causes and on the dale staled above.
23a. SIGNA 23b. Zc. DATE SIGNED

Sr. Josp o d

- 52 R

S5~-26-53

Ha BURIAL CRERS- | 246. DATE 2. NAME OF CEMETERY OR CREMATORY | 24d. LOGATION (Olty, town, & comnty)  (8tate)
' {Bpacity - _
emovel &> | S -26- Johnson Chi ckal sas _.
DATE REC'D BY LOCAL | R . FUHE!AL DIRECTOR'S SIGNATURL ADORESS

y W Urs C.L.Forster 918 Brooklyn Kase City,Mo.

‘e Staternert on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, o by

. . St PP
working under my persona! supervision, udent Embalmer No

St strrmesnannn

Student Embalmer

censed Embalmer No 6// 7§

P..0. Address.__: A/@. 2rto.

Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING, (Failure to comply with
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be so stated above.




